INTIMATE PARTNER VIOLENCE (IPV) is a critical social and healthcare issue in Australia.
1 IPV refers to a pattern of behaviours, perpetrated by an intimate partner or ex-partner, that cause physical, sexual or psychological harm, and attempt to assert and maintain control over a partner. 2 Although both men and women can experience IPV, 3 it is mainly perpetrated by men against women. 4 One in four Australian women have experienced violence by an intimate partner, 5 although these figures are likely to be under-reported.
IPV is associated with a range of negative health outcomes, both for victims and perpetrators. 6, 7 Male perpetrators can experience higher rates of alcohol and substance abuse and lower self-esteem, and are more likely to experience depression and anxiety than men who do not use violence. 8, 9 Men who perpetrate IPV often attend healthcare settings and have a general practitioner (GP) whom they see regularly. 8, 10 In Australia, GPs are seemingly well placed in the healthcare system to have a key role in early intervention work with men who perpetrate IPV. 5, 11 GPs see men regularly as part of their everyday practice, either alone or as part of a family, and consequently have an opportunity to discuss relationship issues including violence. 24 While GPs agree they have a role in responding to IPV perpetrators, 2, 12, 13 it is unclear how GPs perceive this role or what factors might facilitate or hinder this work. Studies suggest that men who perpetrate IPV are willing to approach their GPs when seeking professional help for their violent behaviours and are open to discussing IPV with doctors. 14 Despite this, there is limited evidence or guidance for GPs on how to respond effectively to male patients who use violence in relationships. 15, 16, 24 A recent review article 17 summarised the limited existing guidelines globally on what GPs should do when working with male patients who perpetrate IPV. Hegarty et al have suggested ways that GPs could identify and respond to men who use violence, and the partners of these men, in the Australian setting. 24 Few studies, however, have explored how GPs respond in practice. In the USA, a single study by Penti et al found that GPs responded in a variety of ways, including referral to psychiatrists or marriage counsellors, assessment for substance abuse issues, motivational interviewing and attempts at couples counselling. 18 To our knowledge, this is the only such study to date, and it is unknown how relevant the findings might be to the Australian context, which differs to the US healthcare setting (for instance, couples counselling is not recommended as a response to IPV [Box 1]). 16 Further 
Methods
We used semi-structured interviews to gain in-depth understanding of GP experiences. 19 Participants from metropolitan and rural Victoria were recruited via purposive sampling from a database of clinics involved in previous research projects. A research assistant contacted potential clinics to ascertain interest from the practice manager. The Plain Language Statement and consent form for the study was provided to all GPs at interested clinics. Consenting GPs returned their completed consent forms via fax or email.
Interviews were conducted by SM and KF, and covered topics such as GPs' encounters with male patients who perpetrate IPV, their views on asking men about IPV perpetration, the GPs' role in responding and their perceptions on how GPs can be supported. Individual interviews took place via telephone (n = 18) or face-to-face (n = 1); one group interview was conducted face-to-face (n = 3). Interviews ranged from 19 to 35 minutes in length. The interviews were audio-recorded (with the exception of one participant who declined to be recorded but agreed to written notes being taken), transcribed, and analysed thematically using an inductive approach. 20 The data were coded by SM into descriptive codes, which were then grouped into broader interpretive codes and synthesised into overarching themes. The coding framework was reviewed by co-authors, who undertook a process of cross-coding. 22 QSR Nvivo 12 software 21 was used to aid the coding process. Ethics approval was obtained from the the University of Melbourne's Human Research Ethics Committee (ID 1543639).
Results
Twenty-one GPs (11 female and 10 male) participated in this study; most of the participants (n = 16) worked in a metropolitan area. Five participants worked rurally.
The following four themes were developed through analysis of the participant interviews:
• an 'uncommon presentation' • facing a role without confidence • engaging perpetrators without losing them • ongoing support.
An 'uncommon presentation'
Overwhelmingly, GPs in this study claimed limited experience intervening with male perpetrators of IPV. Nine GPs stated that they had not worked with a perpetrator. For most of the remaining GPs who had knowingly dealt with perpetrators, it was something they did rarely. Male perpetrators were perceived by GPs to be hidden patients within the general practice population. This was often related to the idea that these types of men did not attend their practice or would not disclose the use of violence during a consultation if they did attend.
I don't know that I can recall a person or suspicion of a male patient being violent. (GP17)

It's very rare that a man is going to come in and sit down and say, 'I've got problems with the way I treat my partner'. That's pretty uncommon in my opinion. (GP10)
I think at a GP level it's more that somebody doesn't come in and say, 'I'm beating up my wife'. (GP13)
Some GPs recognised the 'lack' of perpetrator presentations among their patient population as potentially due to their own failure to enquire during consultations.
Of course, it doesn't mean that I haven't had patients who have [used violence], it just hasn't been, I guess, revealed, or I haven't asked [about] it as I've been seeing people. (GP7)
For others still, IPV perpetration by male patients was situated within a context of a mutually unhealthy relationship. Rather than seeing a perpetrator of violence, some GPs saw a victim.
I do feel that this guy is getting a bit stitched up by his wife actually … I guess it's hard to know what's a chicken and what's an egg. (GP10)
Facing a role without confidence
GPs in this study acknowledged that they were well placed to have a role in responding to men who perpetrate IPV. 16 • It is not appropriate to provide couples counselling when there is a power imbalance, such as in intimate partner violence.
Yeah, I think the GP's got an important
• The general practitioner (GP) may inadvertently reveal information provided by the victim to the perpetrator, which puts the victim at increased risk of harm.
• Perpetrators can be persuasive in minimising or denying their use of violence, or blaming the violence on issues in the relationship.
• Perpetrators can also use violencesupporting narratives to minimise their responsibility, inviting the GP to collude with these narratives. 
Engaging perpetrators without losing them
Striking a balance between naming the violence and supporting perpetrators to get help was a perceived challenge faced by GPs. Participants expressed that they had to find ways to keep their male patients engaged, while still acknowledging that their behaviour is unacceptable.
It's often hard, sort of balancing between throwing them a life line and putting a way forward, but in the same time really acknowledging and saying that violence is unacceptable … you have to find a way of engaging them in the process of saying, 'Well look, this is wrong, we need to do something', without losing them. (GP1)
I think the GP needs to … still treat the patient as confidently and as humanely as possible, but nevertheless to indicate to the patient that this is not acceptable, and that for their partner's sake, and for their own sake, I need to do what I can to encourage them to get help. (GP5)
GPs agreed on the need to address IPV perpetration in a supportive, non-judgmental way, yet some were concerned about how to achieve this without colluding with their patients. For one GP, this balancing act was viewed as an 'ethical dilemma' (GP2).
Your role is to be neutral and put aside your own biases and prejudices, step back and assess how you can help without being judgemental. (GP6)
It's trying to engage them without … it has to be said, it's a difficult thing, so you don't want to ostracise them, you don't want to collude with them, you don't want to minimise it. (GP19)
Building rapport with the perpetrator and expressing concern for their health were identified by GPs as enabling factors in engaging men in discussing IPV perpetration. Rapport was also seen as an important element for men to feel comfortable enough to disclose violence in the first place. 
If I know the patient well, and I've already built the rapport, then I kind of … I usually
Ongoing support
To effectively intervene with male perpetrators, GPs identified a need for further education and training in this area.
I do need some specific skills on tackling or managing a man who uses violence in the home in a way that I know will actually work. (GP1)
In training GPs [to manage] domestic violence in general, we should be training them on how to deal with the perpetrator.
It was clear that GPs wanted specific, practical advice to guide their discussions with perpetrators, and well as easily accessible contacts to local men's behaviour change programs for referrals.
Teach people the right phrases … make it more standardised. (GP20)
Would make sense to have training regarding services for men, so people know where they are and how to access them.
The provision of emotional support and ability to discuss difficult consultations with colleagues was also seen as helpful.
I think that support for the actual doctor in terms of their own emotional health might be needed. (GP7)
I mean debriefing afterwards is always helpful, so, you know, chat with your colleagues in the tea room at lunch. (GP2)
Discussion
This is the first study in Australia that specifically explores GPs' experiences of early intervention work with men who perpetrate IPV. Our findings suggest gaps in GPs' preparedness, knowledge and confidence to address perpetrators, highlighting areas for attention at the research and policy level. Studies suggest that GPs consistently underestimate the number of patients that are affected by violence. 11 In this study, participants perceived that male perpetrators were uncommon in their patient population. Yet, statistically, this is unlikely to be accurate. 5 Misguided beliefs about the prevalence may stop GPs actively being alert to male patients who may be using violence. This may be compounded by GPs' uncertainty about how to ask their male patients about relationship behaviours. In a recent Australian study, male perpetrators from a men's behaviour change program called for the 'right person' to be asking the 'right questions' to enable self-awareness of behaviour and enact change. 23 GPs could potentially fulfil this role, and are therefore encouraged to move away from the image of a male patient disclosing, 'I'm bashing my wife', and to instead use appropriate language to promote an opportunity for discussion to occur. 16 Engaging perpetrators and getting them to recognise and discuss their use of violence was a particular concern of the participants. GPs in this study were fearful that questioning male patients about IPV may have ramifications on the doctorpatient relationship. However, our study also found that establishing rapport and concern for welfare facilitated discussion about IPV perpetration. Studies from the UK 17 and the USA 18 have reported similar findings, suggesting that a trusting doctorpatient relationship made disclosure of IPV perpetration by male patients more likely. GPs who are able to foster a strong and supportive therapeutic alliance with their male patients may consequently find that help-seeking perpetrators feel more comfortable to disclose. 14 GPs in our study reported limited responses to male patients perpetrating IPV. Men's behaviour change programs were underused, and non-recommended approaches such as couple's counselling 16 were suggested by some participants. Australian 24 and international 17 guidelines consistently state that men's behaviour change programs are the referral option of choice for men who perpetrate IPV. However, in our study, any referrals made were more often to mental health or medication and alcohol services. Furthermore, as GPs often see the whole family, including both partners in an abusive relationship, it is critical that they receive adequate training on how to manage issues relating to confidentiality and victim safety. 16, 24 Interestingly, challenges around undertaking safety assessments, mandatory reporting of child abuse and duty of care obligations were not mentioned by the participants in this study. This highlights that the aspects of addressing IPV perpetration with which GPs struggle most are in fact more basic and concentrated on communication skills and rapport-building.
Participants called for further training to help them navigate discussions about IPV with their male patients and to increase their awareness of men's referral services. Guidelines addressing these issues, particularly in the area of broaching the subject of violence with perpetrators, exist in the Royal Australian College of General Practitioners' (RACGP's) guideline Abuse and violence: Working with our patients in general practice. 16, 24 Our findings imply that GPs are either unaware of these existing guidelines, or that guidelines alone are insufficient in regard to building confidence to respond to perpetrators. Peer support was also identified as being critical, yet there is little collaboration between GPs and specialists who may have more experience working with perpetrators (eg GPs working in prisons or in services with a focus on alcohol and substance abuse).
A major strength of this study is its novel contribution to an area that has previously been under-researched. The sample size (n = 21) and gender balance of participants for this qualitative study is also a strength. This study also had some limitations. GPs who agreed to participate may have had a particular interest in IPV and were thus more engaged or knowledgeable about the topic. However, the lack of knowledge and readiness to respond to perpetrators among our study sample suggests that other GPs may be even less equipped to do this challenging work. Last, participants were limited to those practising in Victoria, primarily in metropolitan settings, and thus themes identified may not be reflective of GPs from a broader population.
Implications for general practice
Our results highlight key gaps in the participating GPs' knowledge and confidence about identifying and responding to men's use of violence in relationships. Based on these findings, future training programs, undergraduate and graduate medical degrees and IPV curriculum for GPs could be strengthened to incorporate more information and practical skills specific to working with perpetrators. The RACGP's guidelines on working with perpetrators may need to be augmented with practical training that specifically targets the areas of concern identified in this study. Additionally, increasing cross-sectoral communication and collaboration (eg with women's shelters, Aboriginal health services, medication and alcohol services, and legal services) may assist in increasing GPs' practical skills in this area. It is also evident that assistance for GPs must include emotional support. We encourage GPs to engage in discussions with colleagues, peer support groups or formal counselling services in relation to the challenges of working with men who use violence in relationships.
